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500 BED FLEET HOSPI TAL
STANDARD OPERATI NG PROCEDURES
OTOLARYNGOLOGY DEPARTMENT

A. MSSION: To render imedi ate otol aryngol ogy-head and
neck surgical care necessary to sustain |ife and |inb.

1. Capabilities include: Airway stabilization, repair of
conpound frontal sinus fractures, stabilization of maxilla-
faci al
fractures, stabilization of naso-orbital fractures, repair of
muscul oskel etal, pharyngeal, and soft tissue wounds, acute
repair

of | aryngotracheal wounds, acute managenent to ear trauma and
t he

facial nerve, acute nmanagenent of airway and head and neck
bur ns,

acut e managenent of ORL-HNS nedi cal di seases, acute nanagenent
of

tunmors of the head and neck and acute managenent of deep neck
i nfections.

2. Capabilities not included: Management of chronic ear
di sease, and el ective surgical reconstruction.

B. FUNCTI ONS:

1. Provide acute nedical and surgical otolaryngol ogy-head
and neck surgical care.

2. Provide consultation and assistance to other surgical
and
nmedi cal departments within ORL-HNS capabilities.

C. PHYSI CAL DESCRI PTI ON:

1. Specialty Treatnent Unit.
(a) Location within conplex:
(b) Sheltering.
Type: Tenper Tent.
Quantity: Two to four sections.

(c) WMaterial.



I OL:
2. Operating Room
(a) Location within conplex:
(b) Sheltering.
Type: Expandabl e, hardwal | shelters

and
Tenper Tents.

Quantity: Three 3:1 |1 SO Shelters,
approxi mately three tenper
sections

(c) Material.
| OL:

D. SPECI AL CONSI DERATI ONS:

1. The O ol aryngol ogi st-head and neck surgeon shoul d be
prepared to respond to airway emergencies at any location in
t he
hospital, and have the necessary nmaterials available (i.e.,
ri gid bronchoscopy and tracheostony sets).

2. Because of his broad training in the surgical field
whi ch
i ncl udes general surgery, neurosurgery, anesthesia, trauns,
and
head and neck nedi cal di seases, the O ol oaryngol gi st can be an
assistant to these specialties when needed.

3. Mnor surgical procedures can be perfornmed in the

clinic
space and in the m nor operating room The main O R 1is
reserved

for appropriate major surgical surgical cases.
E. WORKLOAD:
1. Average daily adm ssions.

(a) Steady state = 80 adm ssions/day 54 surgical, 26
medi cal .

(b) Peak state = 120 adm ssi ons/day 80 surgical, 40
medi cal .



2. Over a 30 day period, approximtely 7.5% of al
adm ssions will have a primary O ol aryngol ogy/ Head and Neck
Surgery di agnosi s.

3. Data froma ten year experience at a m ddl e east

medi cal

cent er, however, reveals that the relative incidence of head
and

neck injuries varies between 34% and 77% of the total nunber
of

casual ti es.

F.  ORGANI ZATI ON:

1. Responsibility. The Head, O ol aryngol ogy Depart nent,
who reports to the Director of the Surgical Services, is
assi gned overall managenent responsibility.

2. Organi zational chart.
DI RECTOR
SURG CAL DEPT

HEAD, OTOLARYNGOLOGY
DEPARTNMENT
(2100) (1) CDR

OTHORHI NOLARYNGOLOGI ST
(2100) (1)
LCDR

OTOLARYNGOL OGY
TECH
(8446) (1)
E-5

OTOLARYNGOLOGY
TECH
(8446) (1)
E-4
3. Staffing.
(a) Criteria.

(1) Ratio: Mnimal staffing requirenents per OR
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t abl e:

a One ant hesiol ogi st/ or |ocal anesthesia by

sur geon.
b One surgeon.
c One/half circulating nurse.
d One OTO Tech/ E-5.
e One OR Tech/ E-4.
(2) Special qualifications of personnel.
a Ool aryngol ogi st will have subspecialty code
1565.
b Oral surgeon will have subspecialty code
1750.
c O ol aryngol ogy Technician will have NEC
8446.
(b) Staffing pattern: Two 12 hour watches.
Per sonnel
Assi gned AM Watch Night Watch Tot al
Head, O ol aryngol ogi st/
Head & Neck Surgeon 1 - 1
O hor hi nol aryngol ogi st - 1 1
Ot ol aryngol ogy Tech 1 1 1

4. Assignnment by Billet Sequence Code: Tab A, Page 8.
5. Watch Bill: Tab B, page 9.
6. Special Watches: NA

G TASKS:

Task Met hod

1. MAI NTAI N READI NESS 1.1 Check that tracheostony
sets are available in
t he Casualty ReceivVving
Area, the OTO HNS



2. COORDI NATE ORL- HNS

schedul e

OR, Main OR
Anest hesi a
depart nents.

3. PREPARE FOR SURG CAL
PROCEDURES

Treat nent area, the
m nor OR, and the main
OR.

Check that rigid
bronchoscopes are
readily avail able for
ai rway energencies.

Check daily that m nor
surgical sets are
available in the
Casualty Receiving area
for head and neck
henorr hage contr ol

The Head, ORL-HNS
will:

Coor di nat e al
surgi cal procedures with
the m nor OR and nmain
OR.

.B Prepare a daily OR

schedul e.

.C Distribute the

to the M nor
and

The ORL tech will:

3.1.A Cl ean and set

up the ORL operating
apparatus and treat ment
space daily or as
necessary.

Remove used
exam i nstrunents, scrub
with germ cidal solution
and rinse.

Di spose of
trash and waste materi al
i n doubl e plastic bags.

Di sengage al



4. PROVI DE ORL- HNS

5.

MAI NTAI' N MATERI AL
READI NESS

1.

1.

1.

1.

4.

ol

1

.1

1.

1.

needl es and scaple

bl ades from handl es and
place in tray | AWTAB C-
1.

Di spose of
i quid nedical waste,
suction machine) | AW TAB
C- 2.

Return outdated drugs to
Phar mach for disposal.

Roll linens in
cocoon fashion and
doubl e bag in a fabric
| aundry bag.

Danmp dust treatnment
space with germ cida
solution daily.

Perform ORL- HNS | AW

est abl i shed st andards of
conbat casualty care and
in concert with tasks
and procedures contai ned
in Chapter 19, Operating
Room

ORL Technician will:

Perform
oper at or mai ntenance on
ENT operating apparatus
as requi red by
Oper at or Manual s.

Perform
bi ol ogi cal calibration
of audionetric
equi pmrent weekl y.

.1. CKeep inventory of ORL

treatment area supplies
and |inens, and restock
as necessary.

Keep inventory
and restock the
following sets for use



in the OTO- HNS
treat nent area:

5.2. A Epi st axi s
Trays (3).

5.2. BNasal Fracture Set (3).

5.2.C Peritonsillar
Abscess Tray (2).
5.2.D Si nus
Irrigation Set (3).
5.2. E M nor
Laceration Suture Set
(1).
5.2. F Cbt ai n
mai nt enance and repair
of medi cal and non-
medi cal equi prment.
6. PERFORM LEADERSHI P 6.1 Provi de training and
TASKS supervi sion to assi st
assi gned personnel to
advance their clinical
and adm ni strative
abilities.
7. PROVI DE CONTI NUI NG 7.1 Provide orientation to
EDUCATI ON t he ORL- HNS
Depart nent.

7.2 Evaluate staff skills
prior to assigning nore

Conpl ex duti es.

7.3 Cross-train
personnel in all
specialty and indirect
care areas.

7.4 Provi de seni or
personnel with
experience in

adm ni stration,
clinical

t eachi ng, and
supervi si on.



8. PROVI DE SUPERVI S| ON 8.

conti nui ng

H.

STANDARD OPERATI NG PROCEDURES:

CLI NI CAL POLI Cl ES/ GUI DELI NES:

STANDARDS AND JOB DESCRI PTI ONS:

DOCUMENTATI ON:

1. Ref er ences

2. For ms

1

7.5 Conduct

cl asses on speci al

procedures, principles,

and equi prment .

Provi de performance
counselling to al

personnel on a
basi s.

See TAB C, page 10.
See TAB D, page 48.

See TAB E, page 52.

See TAB F, page 62.
See TAB G page 63.



TAB A
ASSI GNMENTS BY BI LLET SEQUENCE CODE

Departnment: OTOLARYNGOLOGY

+

+

*

+

NOTE:

Desi gnat or/
Bill et Number Title Spec. Code
58029 HEAD, OTO- HNS DEPT 2100
*
58049 OTHORHI NOLARYNGOLOG ST 2100
58019 ENT TECHNI Cl AN 0000/ HM
58039 ENT TECHNI Cl AN 0000/ HM
NOTE: Permanent AM wat chst ander.

Per manent PM wat chst ander.

Rank/
Rat e

OG5

O 4

E-5

E-4

Wat ch
Secti on



TAB B
WATCH BI LL FOR OTOLARYNGOLY - HEAD AND NECK SURGERY DEPARTMENT

M TWTF S SMTWTF S SMTWT F S S
* * *

Section

1 A°AAAAAEAAAAAAEAAAAAAE
2 E*P PP P P P E ; PP PP PEPP ; P P P
KEY:

A = 0700-1900.

P = 1900-0700.

E = Excused.

* = Call.
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TAB C
STANDARD OPERATI NG PROCEDURES | NDEX

NUMBER TITLE PAGE
%—1 SHARP | TEM PRECAUTI ONS

C2 HAZARDOUS WASTE

13

?9 3 CARDI AC ARREST PROCEDURE

gi4 REACTI ON TO MEDI CAL EMERGENCI ES

C-5 DEFI BRI LLATI ON

24

C-6 ROUTI NE MEDI CATI ON Tl MES

37

C7 LABORATORY MANUAL FOR WARD PERSONNEL

3()358 PROCEDURES FOR THE RELEASE OF MEDI CAL | NFORVATI ON
C9 ROCEDURE FOR PI CK- UP AND DELI VERY OF HOSPI TAL

i LAUNDRY

C-10 PROCEDURE FOR HANDLI NG AND LAUNDERI NG CONTAM NATED
42 L1 NENS

C 11 PATI ENT PROCEDURE FOR HANDLI NG EXPATRI ATED

i PRI SONERS OF WAR

C 12 CASUALTY W TH UNEXPLODED ORDNANCE ENMBEDDED

46

11
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TAB C-1
SHARP | TEM PRECAUTI ONS

A. PURPOSE: To dispose of used needles and knife blades in a

safe manner. To prevent injury and potential risk of
contacti ng

hepatitis, syphilis, malaria, aspergillosis, or aids.

B. DEFINITION:. N A

C. EQUI PMENT, SUPPLI ES, AND FORMS REQUI RED

1. Needle rack.
2. Perforated stainless steel box.
3. Needl e hol der.

D. CRITERI A

1. Needl es are never discarded |oose in trash
recept acl es.

2. Knife blades are always renpoved from handl es before
reprocessing i s done.

3. Share objects must be encl osed and secured so they
cannot
perforate the receptacle.
E. STEPS:

1. Upon conpletion of surgical case, the Surgical Tech
will:

(a) Separate sharp objects fromother instrunents.
(b) Renove knife blades from handl es.
(1) Point the blade toward table away from sel f.

(2) Renmove bl ades with a needl e hol der, never use
fingers.

(3) Pl ace used bl ades in a non-penetratable box.

(c) Place reusable surgical needles, either on needle
rack or |loose, into a perforated stainless steel box.

13



(d) Dispose of needles in a needl e-destruction unit.
2. CSR Decontam nation Technician wll:

(a) Renmove any bl ades/ needl es from non-operating room
departnments in the sanme manner as the Surgical Technician.

(b) Run reusable needles, placed in a perforated
stai nl ess steel box through the washer-sterilizer.

3. CSR Collection HM wi I | :

(a) Collect needle destruction units every other day

and
enpty contents into a firm self-closing box with padded
adhesi ve

tape to secure the opening.

(b) Collect the firm self-closing boxes |ocated in
operating room support space that contain used knife bl ades.

(c) Take the seal ed, | abell ed contam nated boxes to
Environmental Health Departnment for final disposition.

4. |If accidently puncture/cut finger with contanm nated
needl e/ kni fe bl ade, do the foll ow ng:

(a) Notify area supervisor.
(b) Report to Specialty Treatnment Area for first aid.

(c) Conplete an incident report on NAVMED 6010/ 14
form

F. RESPONSI Bl LI TY:

1. OR Techni ci ans.
2. CSR Techni ci ans.

3. Environnmental Health Departnent.

14



TAB C-2
HAZARDOUS WASTE

A. PURPOSE: To provide guidance for the collection, handling
and di sposal of hospital generated wastes which have contacted
living organisms or may otherw se be considered infectious or
hazar dous.

B. DEFI NI TI ON:

1. Background: The operation of health care facilities
creates waste materials, sone of which are hazardous. A
subset
of hazardous waste is infectious waste; proper handling of
infectious waste is mandatory, to prevent spread of infectious
di seases. The met hods of handling infectious waste, fromits
generation to its ultimate disposal, must be adhered to
strictly
by all hands, w thout exception.

2. Relationship with Host Nations: It is anticipated that

the hospital will be operating, in a wartine or conflict node,
on

foreign soil. Close liaison with force planners during the
pre-

depl oynment planni ng phase is essential for the hospital
command

to determ ne host nation requirenments for handling, storage
and

di sposal of infectious hazardous wastes. Whenever possible,
agreenments and/or contracts with host nations should be
secur ed
for the incineration or sanitary burial of wastes in
accor dance
with the host nation's regul ations. During peacetinme
exerci ses
on U.S. soil, adherence to federal, state and | oca
envi ronnent al
| aws and regul ations, partially listed in Appendix A, shall be
strictly enforced.

3. Categories of Hospital Generated Waste: It nust be

clearly understood that the field hospital will generate four
di stinct categories of waste. Each type will require special
handl i ng procedures from generation to disposal. These

cat egories are:

(a) Infectious waste - generated in patient contact,
| aborat ory and surgical areas.
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(b) Hazardous waste - usually chem cal in nature and
generated in the Laboratory, X-ray and Public Wrks
depart nment.

(c) Infectious hazardous waste - generated in the
| abor at ory.

(d) Non-infectious waste - generated in all areas of
t he
hospi tal .

4. Definitions.

(a) Infectious waste is defined as waste originating

from

the diagnosis and treatnment of people. There are five (5)
br oad

categories of infectious waste recognized by the Centers for

Di sease Control (CDC):m crobiological, blood and bl ood
product s,

pat hol ogi cal, sharps, and isol ation waste. Exanples of each
of

t hese types include, but are not necessarily limted to, the

fol |l ow ng:

(1) M crobi ol ogi cal - wastes generated in
| aborat ori es processing bacterial, fungal, mycobacterial, or
viral materials, such as nmedi a-containing plates, tubes, or
di agnostic strips; swabs; glass slides; pipettes. Live virus
vacci nes (including smallpox, yellow fever, rubella, neasles,
munps, polio, and adenovirus) and any of the associ ated

equi prment

for their use also fall into this classification.

(2) Bl ood and bl ood products - wastes generated
in
the collection processing, and use of blood and bl ood
pr oduct s;
tubes for diagnostic blood collection; itens and materials
contam nated with bl ood or bl ood products that are not
desi gned
for cleaning, resterilization, and reuse.

(3) Pat hol ogi cal - pathol ogi c speci mens, body
ti ssues, contam nated di sposable instrunments, and | aboratory
waste generated in the performance of nedical treatnent
procedures and di agnostic | aboratory testing.

(4) Shar ps - any diagnostic or therapeutic item

possessi ng a surface capabl e of piercing human skin, not
desi gned

16



for cleaning, resterilization, and reuse. Exanples would

i ncl ude
needl es for injections, preparation of intravenous nedicinals,
i ndwel I i ng cannul ae, and di agnostic testing (e.g., |unbar
puncture, thoracentesis, paracentesis, etc.); scalpels; and

ot her
di sposabl e instruments with a surface capable of piercing

human
skin.

(5) | sol ation waste - wastes generated in the

t herapy of patients on isolation precautions. Exanples would
i nclude gowns; gl oves; nmasks; head covers; dressings;

di sposabl es
basi ns; paper towels used in isolation roonms; and other such
items and materials used in the care of isolation patients

t hat
are not designed for cleaning, resterilization, and reuse.

(b) Fomtes - an object or itemthat is not of itself
harnful, but may harbor pathogenic m crorgani sns and serve as

a

vehicle in the transm ssion of infections. Exanples would

include but are not limted to bedding, linen, cloth towels
and

washrags, diagnostic nedical instruments (e.g., stethoscopes,
sphygnonmanonet ers, thernoneters), and personal itens (e.qg.
razors, toothbrushes, toiletries).

(c) Hazardous waste - any wastes, or comnbination of

wast es, which because of its quantity, concentration,

physi cal
or chem cal properties may pose a substantial present or
potential threat to human health or the environment when
i nproperly treated, stored, transported, disposed of or

ot herw se
managed.

(d) Infectious hazardous waste - any conbi nation of
mat erials and agents that nmeet the definitions described in

2-
4.a. and 2-4.c. above. These wastes will typically be
gener at ed

in the | aboratory when organi c pat hogens are conbined with
hazardous chem cal s or reagents.

(e) Non-infectious waste - waste generated from non-
clinical spaces and waste from patients and their rel ated
procedures, where no infection or contagi ous di sease exists.

(f) Storage - the holding of infectious hazardous

17



wast e

for a tenporary period, at the end of which the waste is
treated,

di sposed of, or stored el sewhere.

(g) Treatnent - any nethod, technique, or process
desi gned to change the chem cal, physical, or biological
characteristics of any infectious hazardous waste so as to

render
such waste nonhazardous, or |ess hazardous or safer for
transportation, storage or disposal.

(h) Autoclave - an apparatus using steam under
pressure
for sterilizing medical equipnent.

C. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED: N A

D. CRITERIA:
Hazar dous waste is properly handl ed and di sposed.

E. STEPS:

1. Handling.

(a) Infectious and infectious hazardous waste.

(1) Ward and | aboratory personnel shall utilize
personal protective clothing and procedures which would
normal |y
be practiced in a traditional health care setting for the
cont rol

of the spread of disease.

(2) Personnel shall wear disposable gloves, gowns,
and shoe and hair covers.

(3) Patient contact and | aboratory areas w ||

utilize
clearly marked, inpervious, containers for the disposal of al
sharps. When full, the sharps container shall be securely

cl osed
w th autocl ave tape.

(4) Patient areas will utilize clearly marked

containers lined with double plastic bags, the outer bag being

an
orange autocl avabl e "bi ol ogi cal hazard" bag. These containers
wi |l be separate from non-infectious "trash" containers. Wen
full, the inner bag will be sealed with autoclave tape. The

18



outer bag will be sealed with filanment reinforced tape and
aut ocl ave tape.

(b) Hazardous waste.
(1) Protective equi pment, as described in DHHS

(NIOSH) Publication No. 81-123 will be utilized by personnel
handl i ng hazardous wast e.

(2) Al hazardous waste will be containerized.
| deally, in the original container or containers designed for
t he
col l ection of such wastes such as those provided with
aut omat ed

| aborat ory equi pnent.

(3) Containerized and transporting to storage
ar eas
wi Il be acconplished by the waste generator (i.e., |ab, x-ray,
public works, etc.).

2. Transport and storage.
(a) Infectious waste.

(1) ward personnel will deliver properly seal ed
shar ps contai ners and doubl e bagged i nfectious waste, to the
| aboratory tenporary holding area, on a regularly schedul ed
basis. ldeally, this area will be one of lowtraffic and
prohi bitive to patient care, snoking, eating, and food or
medi ci nal handl i ng.

(2) ldeally, ward personnel will store and
transport
nultiple bags of infectious waste in |arge, covered containers
(i.e., "A" cans with tight fitting lids). These containers

shal | be scrubbed with a germ cidal solution at |east once per
shift or nore often if grossly contam nated.

(3) Laboratory personnel will handl e and routinely
aut ocl ave waste under steam pressure for a mninumof fifteen
(15) mnutes. After proper autoclaving, these wastes may be
handl ed as noni nfecti ous dependi ng on host nation

requirenents.

(b) Hazardous waste.
(1) As noted in paragraphs 3-1 b.2, hazardous
wast e

will be stored in their original containers or those designed
for
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coll ection of such wastes.

(2) Waste generating personnel will containerize
waste according to its chem cal grouping such as |ubricants,
fuels, acids, alkalines, chlorinated hydrocarbons, etc.

Containers will be tightly seal ed and | abel ed.
(3) Storage areas will be at |east 100 yards from
t he
hospital conpound and actual or potential potable water
sour ces.
| deally, these areas will be elevated with natural drainage
away
fromthe hospital and water sources. Waste containers shoul d
be

protected fromthe elenents and the area clearly marked as
"Hazar dous WAaste Storage."”

3. Disposal.
(a) General. It must be understood that, in an
operational situation, the nmethods of waste disposal range
form
i deal to undesirable. The foll owi ng di sposal nethods are
i nt ended
to guide the hospital command towards utilization of the best

di sposal nmethod for any given situation.

(1) Host Nation Agreenment - Under the Status of
Forces Agreenent the cogni zant Conmander-in-Chief (CINC) wil
negotiate with the host country for disposal services.

(2) The cognizant CINC will provide disposal

services
utilizing established | ogistical support channels within the
t heat er of operations such as the Supply Battalion of the
Force

Servi ce Support G oup, or supply ships.

(b) Methods. 1In the absence of the preferred, above
menti oned di sposal nethods, the following my be utilized.

(1) Nonhazar dous/ noni nfecti ous waste (including
properly autoclaved infectious waste).

a Burial in a pit as deep as organi c equi pment

will allow and covered with at |least two feet of earth.
Buri al

pits should be at | east 100 yards fromthe hospital conpound
and

pot abl e wat er sources.
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b Burning by mxing with fuel oil until only
ash
remai ns. Ash should then be buried as above. Tacti cal
consi deration nmust be given to open burning as snoke may give
away the hospitals |ocation.

(2) Hazardous wast e.

a Laboratory chem cal waste which contains
infectious, organic matter, is to be treated as hazardous as

autoclaving of liquids in closed containers is not authorized.
b Burial in seal ed, marked containers, as deep
as organic equipment will permt. Burial sites should be
l'ined
with plastic sheeting, covered with at |east four feet of
earth

and conspi cuously marked. Sites should be at | east 100 yards
fromthe hospital conpound and potabl e water sources.

F. RESPONSI Bl LI TY:

1. The Commanding Officer is responsible for ensuring the
proper managenent of the overall infectious and hazardous
wast e
program and to interface with the host nation to ensure | ocal
regul ati ons are satisfied.

2. Nursing Service via the clinical staff is responsible
for
the handling of all wastes generated in clinical spaces. This
i ncludes ensuring that adequate supplies of hanpers, bags,
t apes,
sharps containers, and protective clothing are maintained in
t hese spaces.

3. Laboratory Service is responsible for handling
hazar dous
i nfectious wastes once it is delivered to or generated by the
| aboratory. The service is also responsible for proper
aut ocl avi ng of such wastes to render it free from pat hogens.

4. Surgical Service is responsible for handling wastes
generated within the operating room giving special attention
to
surgically renoved human tissue.

5. Operating Managenent is responsible for the renoval of

waste fromthe central collection points, including the
| aboratory, and delivery to the designated pickup area such as

21



t he "back | oadi ng dock. "

6. Public Works Departnment is responsible for the renoval
of
wastes fromthe hospital conpound and ensuring its proper
di sposal as outlined in this SOP.
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TAB C-3

CARDI AC ARREST PROCEDURE
A. POLICY: In the event of sudden cessation of breath,
heartbeat, or both, every effort shall be made to re-establish
respiratory and/or circulatory function as soon as possi bl e.
Cardi opul nonary resuscitation shall be initiated in each
i ncident, unless countermanded by a nedical officer, or by
witten order in the patient's record

B. PROCEDURE:

1. After assessnent of cardiac or respiratory arrest is
made, inmmediately initiate basic |ife support.

(a) Verify unresponsiveness.

(b) Call for help.

(c) If unresponsive, open the airway.
(d) Check if breathing.

(e) If not breathing, give 2 full ventilations, 1 to 1
1/ 2 seconds each

(f) Check carotid pul se.

(g) If pulse is absent, start chest conpressions, 80 -
100 per m nute.

2. Have secon person call arrest team

(a) Pick up field phone and state "CODE BLUE" in
Ot ol aryngol ogy.

(b) Comruni cation personnel will announce over PA
system
"CODE BLUE" in O ol aryngol ogy.
3. Have second or third person bring emergency equi pnent

to

t he scene.
(a) Enmergency Cardi o Resuscitation Kit.
(b) Oxygen cylinder.

(c) Suction machine with all catheters attached.
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4. Menbers of the arrest teamwll:
(a) Perform chest conpression (one nmenber).
(b) Manage airway and do ventilations (one nember).
(c) Start an |V.

(d) Draw up and adm ni ster nedications as directed by
ACLS certified nember or Medical Oficer (one nmenber).

(e) Docunment arrest on Cardiac Arrest Flow Sheet.
Thi s
menber will be the same throughout the energency.

C. VITAL PO NTS:

1. Basic life support nust not be interrupted for nore
t han
5 seconds.

2. Advanced life support is only effective if proper
basi c
life support is initiated and mai ntai ned.

3. Conplete, specific nursing notes showi ng the exact
tinme
of events on Cardiac Arrest Flow Sheet.
4. Arrival of the arrest team does not relieve nursing
personnel of responsibility. (The units nmust perform
coordi nated, conplinentary functions.)

D. EDUCATI ON REQUI REMENTS:

1. Al nedical personnel nust maintain Basic Cardiac Life
support (BCLS) certification.

2. Al nedical officers and Critical Care Area Nurses
shoul d
mai nt ai n advanced Cardi ac Life Support (ACLS) certification.

3. CPR drills will be conducted nonthly on all nursing
war ds
in order to assure nmedical personnel awareness of their role
in a
code.
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TAB C-4
REACTI ON TO MEDI CAL EMERGENCI ES

A. PURPOSE: To establish the protocol to react to nedica
ener genci es.

B. DEFIN TION:. Medical energency is a situation causing a
life

t hreatening condition that requires immedi ate nedi cal
attention

to sustain life.

C. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED:

1. Equi pnment.
(a) Crash cart.
(b) Litter with bl ankets.
2. Supplies.
(a) As provided on crash cart.
(b) As requested by attendi ng physici an.
3. Forns.
Chronol ogi cal Record of Patient Care (SF 600).
D. CRITERIA:
Al'l equi prent properly supplied and functional.

E. STEPS:

1. Shock.
(a) Lay patient down with feet el evated.
(b) Keep patient warm
(c) Notify nmedical officer
2. Henorrhage.
(a) Apply direct pressure to area.

(b) Notify nmedical officer
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3. Pulnonary arrest.
(a) Establish airway.
(b) G ve nouth-to-nouth.
4. Cardiopul nonary arrest.
(a) Establish airway.
(b) Start CPR
(c) Notify nmedical officer.
(d) Call code.
5. Qbstructed airway.
(a) Clear nouth.
(b) Four bl ows back, four ABD thrusts.
(c) Until airway opens.
(d) Notify medical officer

6. Enmergency procedure for adverse reaction to contrast
agent s.

(a) Wth hives (urticarial), erythemn, itching, or
angi oedenn.

Noti fy attendi ng physici an.

(b) Wth the above and dyspnea (difficulty in
br eat hi ng) .

(1) Call for all help imediately.
(2) Apply a tourniquet above the injection site to
i npede venous and |ynphatic flow, but not arterial
circul ation.
(3) Protect airway, suction as needed.
(4) 0, high flow (10-15 L/mn), by reservoir mask

(5) Patient should be supine with | egs el evat ed
unl ess respiratory distress predoni nates.

(c) Assist the physician or nurse with the follow ng:
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(1) Start large bore IV with NS TKO

(2) Epinephrine 0.5 nmy 1:10,000 SQ in opposite
arm

(3) Benadryl 50 mg IV push by physician.
(d) Wth BP less than 80 and patient critical.
(1) IV NS wi de open
(2) Epinephrine 1:10,000 0.2nmg to 0.3 ng may be
very slomy |V pugﬁvgy physi ci an.
(3) Benadryl 50 mg IV push by physician.
(e) Transport to Casualty Receiving as soon as
possi bl e
for further definitive care.
7. Sinple fainting.
(a) Lay patient down.

(b) Keep warm

(c) Notify medical officer
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TAB C-5
DEFI BRI LLATI ON

A. PURPOSE: To term nate ventricular fibrillation
i mmedi ately,
facilitating the establishnent of an effective cardiac rhythm

This is the first and only treatment for ventricular
fibrillation.

B. DEFINITION:. Also known as precordial shock, it is the

conduction of an electrical inpulse into the heart to
depol ari ze

cardi ac nuscle and convert fibrillation rhythminto normal
si nus

rhyt hm
C. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED:

Defibrillator with external paddles.
Batteries.
ECG nonitor with recorder.

Conducti ve nedi um

Oxygen therapy equi pnent.
Al rways.

1
2
3
4
5. Cardio Resuscitation Kit (Sparks Kit).
6
7
8 Endotracheal Anesthesia Set.

9

AVMBU bag.
10. Suctioning equi pnent.
D. CRITERIA:

1. Conversion of an abnormal rhythm foll owi ng a

precordi al

t hump or cough has been well denonstrated in patients with

ventricul ar tachycardia and conpl ete heart block. Recently,
it

has been denonstrated as well for ventricular fibrillation.

Because the speed of defibrillation is critical,a solitary

precordial thunp is recommended for all w tnessed cardiac
arrests
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when a defibrillator is unavailable. Wen a precordial thunp
is

used in patients who have ventricul ar tachycardia and a pul se,
a

defibrillator should be avail able since ventricul ar
fibrillation

can be induced. A precordial thunp is delivered to the center
of

the sternumwi th the hypot henar aspect of the fist and froma

hei ght of no nore than 12 inches.

2. Defibrillator battery will be charged and ready to use

at
all tines.
3. Person in charge of the arrest will insure al
per sonnel
stand clear so that only the patient will receive the
el ectrical

current when "ALL CLEAR" is call ed.
E. STEPS:

1. Initiate basic cardiac life support (BCLS) and summon
defibrillation equipment and assi stance.

2. Verify ventricular fibrillation by ECG Correlate
with
the clinical state of patient.
(a) Establish an airway or use existing endotracheal

t ube
if in place.
(b) Perform external cardiac nmassage until
defibrillator
is ready. In the OR, internal cardiac nassage my be
necessary.

(c) When patients are nonitored and defibrillation
equi pmrent is available, proceed with defibrillation.

3. Prepare to defibrillate.
(a) Obtain battery operated defibrillator.
(b) Check battery |evel.
(c) Prepare defibrillator paddles by covering entire
net al surfaﬁi;mﬂth conductive nmedium (The conductive medi um
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needed to reduce skin resistance to current flow, prevent skin
burns, and allow for optimal current flow to the myocardi um)

(d) Dial 200 watts/seconds (Joules).

(e) Activate charge button to charge unit with
el ectrical
current.

(f) Vvalidate that defibrillator unit is in the non-
synchroni zed node so machine will fire correctly.

(g) Place paddles firmy into position against chest
wal |
usi ng 25-30 pounds of pressure.

(1) Best position - transverse position.

a Place one paddle at 2nd intercostal space
ri ght of sternum

b Place second paddle at 5th intercostal space

m d-cl avicular line, left of sternum

(2) Alternate position - anterior-posterior
position.

a Place one paddle at anterior-precordial area.

b Place 2nd paddl e at posterior-intrascapul ar
ar ea.

(h) Recheck ECG rhythm on cardi oscope to validate
Ventricular fibrillation pattern.

(i) Gve command to stand clear of bed/litter/OR table
prior to defibrillation to mnimze risk of mcro or nmacro
shock
to staff.

4. Defibrillate the patient.
(a) Depress the discharge button while sinultaneously
keepi ng both paddles in place until the electrical current is
del i ver ed.

(b) Check ECG rhythm on cardi oscope for changes in
pattern.

(1) If ventricular fibrillation persists, repeat
defibrillation imrediately.
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(2) Continue CPR during any delays in
defibrillation.

(3) If a second attenpt is unsuccessful,
i mmedi ately
defibrillate with up to 360 Joul es.

(4) If the ECG nonitor shows an organi zed rhyt hm
check for a pulse. Continue CPR if no pul se present.

(5) If unsuccessful, continue with current ACLS
pr ot ocol .

VENTRI CULAR FI BRI LLATI ON 2

Thi s sequence was devel oped to assist in teaching how to treat

a

broad range of patients with ventricular fibrillation (VF) or

pul sel ess ventricul ar tachycardia (VT). Sonme patients nay

require care not specified herein. This algorithm should not
be

construed as prohibiting such flexibility. The flow of the
al gorithm presumed that VF is continuing. CPR indicates
cardi opul monary resuscitation.

Wt nessed Arrest Unwi t nessed Arrest

Check pulse - If no pulse Check pulse - If
no pul se

Precordi al Thunp

Check pulse - If no pulse

CPR until a defibrillator is available

Check nonitor for rhythm- if VF or VT
Defibrillate, 200 Joules °

Defibrillate, 200-300 Joules "

Defibrillate with up to 360 Joules °

CPR i f no pul se

Establish IV access

Epi nephrine, 1:10,000, 0.5-1.0 ng |V push ¢

| ntubate if possible ®
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Defibrillate with up to 360 Joules °
Li docai ne, 1 ng/kg |V push
Defibrillate with up to 360 Joules °
Bretylium 5nmg/kg IV push °
(Consi der Bicarbonate)
Defibrillate with up to 360 Joules °
Bretylium 10 ng/kg |V push ¢
Defibrillate with up to 360 Joules °
Repeat Lidocaine or Bretylium
Defibrillate with up to 360 Joules °
NOTES:

| . Pulseless ventricular tachycardia should be treated
identically to ventricular fibrillation.

2. Check pulse and rhythm after each shock. |If VF recurs
after transiently converting (rather than persists w thout
ever
converting), use whatever energy |evel has previously been
successful for defibrillation.

3. Epinephrine infusion should be repeated every five (5)
m nut es.

4. Intubation is preferable. If it can be acconplished
si mul taneously with other techni ques, then the earlier the
better. However, defibrillation and epinephrine are nore

inportant initially if the patient can be ventilated w thout
i ntubati on.

5. Sonme may prefer repeated doses of |idocaine, which my
be
given in 0.5 ng/ kg douses every 8 mnutes to a total dose of 3

nmg/ kg.

6. The val ue of sodi um bicarbonate is questionable during
cardiac arrest, and it is not recommended for the routine
cardi ac
arrest sequence. Consideration of its use in a dose of |
nEg/ kg
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is appropriate at this point. One half of the original dose
may
be repeated every 10 mnutes if it is used.

SUSTAI NED VENTRI CULAR TACHYCARDI A

Thi s sequence was devel oped to assist in teaching how to treat

a

broad range of patients with sustained ventricular tachycardia

(VT). Sone patients may require care not specified herein.
Thi s

al gorithm shoul d not be construed as prohibiting such
flexibility. The flow of the algorithm presumes that VT is
continuing. VF indicates ventricular fibrillation; 1V,

i ntravenous.

No Pul se Pul se Present
Treat as VF St abl e Unst abl e
o) o)
IV Access IV Access
Li docai ne, (Consi der
1 ny/ kg sedation)®
Li docai ne, Car di overt,

0.5 ng/ kg every 50 Joules %°
8 mn. until VT

resol ves, or up Cardi overt,
to 3 ng/kg. 100 Joul es “

Pr ocai nam de,
Car di overt,
20 mg/ mn until 200 Joul es ¢
VT resol ves, or
up to 1,000 ny. Cardi overt,
with up to 360

Joul es ¢

Car di overt as | f recurrent, add
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I n unstabl e Li docai ne and

patients ° cardi overt again
starting at energy
| evel previously
successful ; then
procai nam de or
Bretylium

NOTES:

. If the patient beconmes unstable (see Footnote b for
definition) at any tinme, nove to the "Unstable"” arm of the
al gorithm

2. Unstable = synptons (e.g. chest pain, dyspnea),
hypot ensi on (systolic BP <90 mm Hg), congestive heart failure,
i schem a, or infarction.

3. Sedation should be considered for all patients,
i ncl udi ng
those defined in Footnote b as unstable, except those who are
henmodynam cal |y unstable (e.g., hypotensive, in pul nonary
edemn,
or unconsci ous).

4. |f hypotension, pulnnonary edema, or unconsciousness is
present, unsynchroni zed cardi oversi on should be done to avoid
t he

del ay associated with synchroni zati on.

5. In the absence of hypotension, pul nmonary edema, or
unconsci ousness, a precordial thunp may be enpl oyed prior to
car di oversi on.

6. Once VT has resolved, begin an IV infusion of the
antiarrhythm c agent that has aided the resolution of the VT.
hypotens”J;, i n pul nonary edenmm, or unconscious, use |idocaine
cardiovérgion al one is unsuccessful, followed by bretylium
otheanatients, t he recommended order of therapy is

al |
| i docai ne, procai nam de, and the bretyulium

ASYSTOLE ( CARDI AC STANDSTI LL)

Thi s sequence was devel oped to assist in teaching how to treat
a

broad range of patients with asystole. Sonme patients may
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require
care not specified herein. This algorithmshould not be
construed to prohibit such flexibility. The flow of the
al gorithm presunmes asystole is continuing.

CPR i ndi cates cardi opul nonary resuscitation; VF, ventricul ar
fibrillation; 1V, intravenous.

I f rhythmis unclear and possibly ventricular fibrillation,
defibrillate as for VF.If Asystole is present:

Conti nue CPR

Establish IV access

Epi nephrine, 1:10,000, 0.5-1.0 ng IV push ®
| nt ubat e when possible °

Atropine, 1.0 ng IV push (repeated in 5 mn)
(Consi der bi carbonate)

Consi der paci ng

NOTES:
1.. Asystole should be confirnmed in two | eads.

2.. Epinephrine should be repeated every 5 m nutes.

3. Intubation is preferable; if it can be acconplished
simul taneously with other techni ques, then the earlier the
better. However, CPR and the use of epinephrine are nore

inportant initially if the patient can be ventilated w thout
i ntubation. (Endotracheal epinephrine nay be used.)

4. The val ue of sodium bicarbonate is questionable during
cardiac arrest, and it is not reconmended for the routine

cardi ac

arrest sequence. Consideration of its use in a dose of 1nEg/kg
is

appropriate at this point. One half of the original dose nay
be

repeated every 10 mnutes if it is used.

ELECTROVECHANI CAL DI SSOCI ATI ON

Thi s sequence was devel oped to assist in teaching how to treat

a
Broad range of patients with el ectromechani cal dissociation
(EMD). Some patients may require care not specified herein.

This al gorithm should not be construed to prohibit such
flexibility. The flow of the algorithmpresunes that EMD is
continuing. CPR indicates cardiopul nonary resuscitation; 1V,
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i ntravenous.

Conti nue CPR

Establish IV access

Epi nephrine, 1:10, 000, O 5-1.0 ng |V push ?
| nt ubat e when pOSSIb|e
(Consi der bicarbonate)
Consi der Hypovol em a,
Cardi ac Tanponade,
Tensi on Pneunot hor ax,
Hypoxem a,

Aci dosi s,

Pul monary Enbol i sm

C

NOTES:

| . Epi nephrine infusion should be repeated every 5 m nutes.

2. Intubation is preferable. |If it can be acconplished
si mul taneously with other techniques, then the earlier the
better. However, epinephrine is nore inportant initially if

t he

patient can be ventilated w thout intubation.

3. The val ue of sodium bicarbonate is questionable during
cardiac arrest, and it is not reconmended for the routine

cardi ac

arrest sequence. Consideration of its use in a dose of 1
nEg/ kg

is appropriate at this point. One half of the original dose

my
be repeated every 10 mnutes if it is used.

PAROXYSMVAL SUPRAVENTRI CULAR TACHYCARDI A

Thi s sequence was devel oped to assist in teaching how
to treat a broad range of patients with sustained
PSVT. Sone patients may require care not specified
herein. This algorithm should be not construed as
prohi biting such flexibility. The flow of the

al gorithm presunmes PSVT is continuing.

Unst abl e St abl e

Synchronous Cardi oversion Vagal Maneuvers
75 - 100 Joul es

Synchronous Cardi oversi on Verapam |, 5 ng IV
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200 Joul es

Synchronous Cardi oversion Verapam |, 10 ng IV

360 Joul es (in 15-20 m n)

Correct underlying abnormalities Car di oversi on, Di goxin
B- Bl ockers, Pacing as
i ndi cat ed

Phar macol ogi cal Therapy -
Car di over si on

| f conversion occurs but PSVT recurs, repeated electrical

cardi oversion is not indicated. Sedation should be used as
time

permits.

BRADYCARDI A

Thi s sequence was devel oped to assist in teaching how to treat
a

broad range of patients with bradycardia. Sone patients may

require care not specified herein. This algorithm should not
be

construed to prohibit such flexibility. A-V indicates

atrioventricul ar.

Sl ow Heart Rate (<60 beats/mn) @

Si nus or Second Degree Second Degree Third

Degr ee

Juncti onal A-V Bl ock A-V Bl ock A-V Bl ock
Type | Type |1

b b

Si gns or Synptons Si gns or Synptons

No Yes No

Observe Atropine, 0.5-1.0 ng Transvenous
Pacemaker
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Conti nued Signs and Synptons b

No Yes
For Second For Second Repeat Atropine, 0.5-1.0 ng.
Pegree Type |1 Degree Type I,
or Third sinus or junctional:
Degr ee:
Conti nued Signs/ Synptoms °
Transvenous Observe
Pacemaker
Yes
Ext ernal Pacemaker °©
or
| soproterenol, 2-10 ng/mn °
Transvenous Pacemaker
NOTES:

1. A solitary chest thunp or cough may stinulate cardi ac
el ectrical activity and result in inproved cardi ac output and
my
be used at this point.

2. Hypotension (BP <90 mm Hg), PVCs, altered nental
stat us
or synptonms (e.g., chest pain, dyspnea), ischem a, or
i nfarction.

3. Tenporizing therapy.

VENTRI CULAR ECTOPY:
ACUTE SUPPRESST VE _THERAPY

Thi s sequence was devel oped to assist in teaching how to treat
a

broad range of patients with ventricul ar ectopy. Some
patients

may require therapy not specified herein. This algorithm
shoul d
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not be construed as prohibiting such flexibility.

Assess for need for Acute Suppressive Therapy
Rul e out treatable cause

Consi der serum pot assi um

Consider digitalis |evel

Consi der bradycardi a

Consi der drugs

Li docai ne, 1 nmg/kg

| f not suppressed, repeat |idocaine, 0.5 ng/kg every 2-5 mn
until no ectopy, or up to 3 ng/kg given

| f not suppressed, procainamde 20 ng/mn until no ectopy, or
up to 1,000 ng given

| f not suppressed, and not contraindicated, bretylium 5-10
nmg/ kg over 8-10 m n.

| f not suppressed, consider overdrive pacing

Once ectopy resolved, maintain as follows:

After Lidocaine, 1 ng/kg Li docaine drip, 2 nmg/mn
After Lidocaine, 1-2 ng/kg Li docai ne drip, 3 ng/mn
After Lidocaine, 203 ny/kg Li docaine drip, 4 ng/mn
After Procai nam de Procai nam de drip, 1-4
mg/ m n (check | ood
| evel)
After Bretylium Bretyliumdrip, 2 nmg/mn

Assess patient status and precipitating factors to prevent
further deconpensation of the patient.

5. Provide post defibrillation care.

(a) Performa conplete base-line physical assessnent
patient. Aégess vital signs, peripheral pulses, respiratory
pattern, and |evel of consciousness.

(b) Monitor ECG rhythm wat ching for arrhythm as.

(c) Obhtain a 12 lead ECG to assess nyocardi al danage.

(d) Adm ni ster oxygen to reduce hypoxem c state.
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(e) Assess chest wall for any burns. Apply Silver
Sul f adi azine to any burned areas.

(f) Establish an IV Iine for medication
adm ni stration,
if not present.

(g) Adm ni ster prescribed nedications | AW Physi ci an
Or ders.

(1) Monitor drips of antidysrhythm c drugs
(I'i docai ne) carefully.

(2) Observe patient and ECG pattern for
medi cati on
ef fects.

6. Docunment defibrillation on Cardi ac Arrest Fl ow Sheet.
Record the follow ng:

(a) Ventricular fibrillation was observed on nonitor.
avai | abl e, iAJIude pre-defibrillation ECG rhythm strip.

(b) Number of tinmes defibrillation was attenpted.

(c) Voltage used with each attenpt.

(d) Post-defibrillation ECG rhythm |Include an ECG
rhythm strip if avail abl e.

(e) Physiol ogical multisystem status.
(f) Death.
F. PRECAUTI ONS:

1. Check that equiprment is properly grounded to prevent
current | eakage.

2. Disconnect other electrical equipnent attached to
pati ent
to prevent possible equi pnent damage fromthe voltage surge.

3. Use conductive nmedium on paddl es conservatively to
prevent over arcing of the current flowto the patient.

4. Clean defibrillator of remaining electrical current
i nmedi ately after use. Never set charged defibrillator
paddl es
down.
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5. Check that defibrillator is in non-synchronized node
such
that it is not dependent upon an R wave to trigger
defibrillation.

G COVPLI CATI ONS:

1. Dysrhythni as 6. Pul nonary edemn

2. Cardiac arrest 7. Pulnonary or systemc
enbol i

3. Respiratory arrest 8. Equi pment mal function

4. Neurological inmpairment 9. Death
5. Altered skin integrity

H.  RESPONSI Bl LI TY:

1. Medical Oficer will defibrillate the patient.

2. Nurse will adm nister nmedication, assist with CPR, and
record the information in the patient's chart.

3. Hospital Corpsman will inspect and maintain the
defibrillator equipnment and supplies in working order.

Suppl i es

for the Sparks Kit will be obtained from Material Managenent
Depart nent.
| . REFERENCE:

1. Interim CGuideline for Advanced Cardiac Life Support
(ACLS), The Anerican Heart Associ ation.

2. Textbook of Advanced Cardiac Life Support (ACLS), The
Anmerican Heart Associ ation.
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TAB C-6
ROUTI NE MEDI CATI ON TI MES
A. PURPOSE: To standardize medication adm nistration tines
t hat nursing servfgé and pharmacy can performthis task npst
efficiently.
B. SCHEDULE:

1. Routi ne ti nes.

a. qd 0900

b. bid 0900- 2100

c. tid 0600- 1400- 2200

d. qid 0600- 1200- 1800- 2400

e. q4hr 0200- 0600-1000- 1400 etc

f. q6hr 0600- 1200- 1800- 2400

g. q8hr 0600- 1400- 2200

h. qg3hr 0300- 0600- 0900 etc

i. qglz2hr 0600- 1800

j. ghs 2200

k. Daily insulin 0700

. Insulin sliding scale 0700-1100-1600-2100
2. Special considerations for adjusting tines.

(a) Triple IV antibiotics are ordered.

(b) Diuretics are ordered: best to adm nister before
2200.

(c) Oral antibiotics scheduled for 2400 should be
at 2200 so é?ggﬁ]is not interrupted.
C. CRITERI A
Medi cations will be given at routine tinmes unless
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adj usted for reason specified.
D. STEP:

1. Conplete nedication cards and MAR sheet with tines
st at ed
above.

2. For medication tinmes differing fromthe routine, note
this in margin of Doctor's Orders Sheet, SF 508, prior to
sendi ng
to Pharmacy.

E. RESPONSIBI LI TY:

Charge Nurse
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TAB C-8

PROCEDURES FOR RELEASE OF
MEDI CAL | NFORMATI ON

A. PURPOSE: To provide procedures of rel ease of nmedica
information within the hospital.

B. DEFI NI Tl ON: Medical Information - Infornati on contai ned
in

the health or dental record of individuals who have undergone

medi cal exam nation or treatment.

C. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED: N A

D. STEPS:

1. Upon presentation of requests for nmedical information
refer to procedures contained in the foll ow ng references:

(a) Manual of the Medical Departnent, Chapter 23.
(b) Freedom of Information Act, BUMEDI NST 5720. 8.
(c) Personal Privacy and Rights of I|ndividuals
Regar di ng
Records, SECNAVI NST 5211.5.

(d) Availability of Navy Records, Policies, SECNAVI NST
5720. 42.

E. GENERAL GUI DELI NES:

1. Information contained in health care records of
i ndi vi dual s who have undergone nedi cal or dental exam nation
or

treatment is personal to the individual and is therefore
considered to be of a private and confidential nature.
I nformation fromsuch health care records, the disclosure of
whi ch woul d constitute a clearly unwarranted invasi on of
per sonal
privacy, should not be made avail able to anyone except as
aut hori zed by the patient or as all owed by the provisions of
Manual of the Medical Departnent Chapter 23 and the Privacy
Act
of 1974 as inplenmented by SECNAVI NST 5211.5 series.

2. Release of information will be coordi nated by the

Pati ent
Affairs O ficer.
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3. Personal informati on of non-nedical nature will not be
rel eased.

4. Personnel in the patients chain of command may be
provided with information required to conduct command busi ness

but will be referred to the Patient Affairs O fice.
5. Rel ease of information will conformto | ocal conmand
and

superior command policy.

6. All Departnent Heads shall ensure w de dissenm nation
of
this informati on and conpliance with procedures outlined
herein.

F. RESPONSI BI LI TY:

1. Director of Adm nistration.
2. Patient Affairs Officer.

3. Charge Nurse or Assistant.
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TAB C-9
PROCEDURE FOR PI CK- UP AND DELI VERY OF HOSPI TAL LAUNDRY

A. PURPOSE: It will be logistically inmpossible to pick up
and

deliver |aundry at each individual ward and CSR. Therefore,
this

procedure establishes central collection points and the

met hodol ogy for preparing |laundry for turn-in.

B. DEFIN TIONS: N A

C. EQUI PMENT, SUPPLI ES, AND FORMS REQUI RED

1. Canvas | aundry bags.

2. Request for clean linen/laundry.
D. CRITERIA: NA
E. STEPS:

1. Designated Laundry Petty Oficer will:

(a) Set up laundry bags, tagging one for bed |inen,
one
for clothing (including patient clothing), and one for
contam nated | aundry.

(b) Daily at 0800, take the soiled laundry to the
near est
Clinical Work Space along with a request for the next day's
i nen/laundry supply.
(c) Distribute cleaned patient clothing.
2. Linen Control Clerks.

(a) Pick-up and receipt for hospital |aundry at each
Clinical Work Space.

(b) Collect Requests For Clean Linen/Laundry.
(c) Fill requests submtted the previous day and

return
cl eaned patient clothing.
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TAB C-10
PROCEDURE FOR HANDLI NG AND LAUNDERI NG CONTAM NATED LI NENS

A. PURPOSE: The Conbat Zone Fleet Hospital will generate a
significant anount of contam nated linen within the operating
rooms and treatment wards. These itenms will require special
handl i ng and | aundering to prevent the spread of infection.

B. DEFINTION: Contam nated |aundry is defined as those
itens

requiring special disinfection and |aundering to preclude the

spread of infection.

C. EQUI PMENT, SUPPLI ES, AND FORMS REQUI RED

1. Chlorine bleach solution.
2. Latex gl oves.

D. CRITERIA: NA

E. STEPS:

1. Hospital ward personnel will bag contam nated | aundry
separate fromregular laundry. G oves are to be worn when
handl i ng contam nated | aundry.

2. Contam nated |laundry will be receipted by the Linen
Control Clerks and delivered to the [aundry.

3. At the Laundry all contam nated |aundry wll be
segregated fromthat requiring only routine processing.

4. Based on the next day's requirenments and current

inventory the contam nated laundry will be assigned a
processi ng
priority.
5. The contam nated |aundry will be processed as foll ows:

(a) Presoak the contam nated | aundry for 60 mnutes in
a
chlorine solution of 50 ppm
(b) Wash the linen in hot water using a normal cycle.

6. Once | aundered these itenms will be placed in inventory
for re-issue.
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F. RESPONSI Bl LI TY:

The Head, Environmental Health Departnent is responsible
for routinely nonitoring the handling and | aundering of
contam nated itenms to preclude the spread of infections.

CAUTI ON:  Extrenme care must be taken to avoid contact with
the contam nated | aundry to prevent the spread of infection to
| aundry and ot her hospital personnel.
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TAB C-11

PATI ENT PROCEDURES FOR HANDLI NG
EXPATRI ATED PRI SONERS OF WAR

A. PURPOSE: To detail patient handling procedures for
expatriated prisoners of war within the fleet hospital.

B. DEFI NI TI ON:

Expatriated prisoners of war (EPW - those patients who
require treatnment who are prisoners of U S. or allied conbat
forces.

C. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED:

1. Restraints (theater conmand mlitary police or

hospi t al
i ssue).
2. O hers as specified in adm ssion procedures (all forns
will be marked with the words "Prisoner of War" or "EPW).
D. STEPS:

1. Upon presentation of EPWto functional area, notify
Security Departnment.

2. Upon adm ssion to Casualty Receiving, Security wl|l
be responsible for the follow ng notifications:

(a) Theater command mlitary police( M)
headquarters.

(b) Executive O ficer.
(c) Di rector of Nursing.

(d) Director of Adm nistration.

3. Performessential |life saving care.
4. Inform MP that custody of patient will not be assuned
by

hospital staff and that MP will retain custody of EPWunti
relieved by appropriate MP headquarters staff or patient is
transferred to EPW hol ding center (external to hospital).

5. After treatnent, have corpsman or litter bearer escort
MP
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and EPWto next functional area charge nurse. Adm ssions

correctl@a%z%%}ated will be delivered by hand to charge nurse.

6. During course of treatnent, patient will be guarded by
and/ or rzgtrained until treatnment is term nated.

7. Movenent to another functional area will be reported
Securityt.O

8. EPWs will be fed either on the ward or in the general
mess. |If allowed to eat in the general ness, EPWs will be

acconmpani ed by MP guards.
E. RESPONSIBILITY:

CMAA/ Security.
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TAB C-12
CASUALTY W TH UNEXPLODED ORDNANCE ENMBEDDED

A. PURPOSE: To provide guidance in admtting, processing,
and

treating a casualty who has unexpl oded ordnance enbedded in a

body part.

B. DEFINITION:. An explosive device (nost often froma rifle
grenade fired at close range) which has not travelled

suf ficient
di stance for fuse detonation and expl osion, and is enbedded in
t he body of a casualty.

C. EQUI PMENT, SUPPLIES, AND FORMS REQUI RED:

Sandbags.
D. CRITERIA:

1. Sandbags will be stored outside Casualty Receiving
Ar ea.

2. Ordnance renoved fromthe casualty's body w thout
det onati on.

3. Ordnance renoved fromthe hospital environment w thout
det onati on.

4. Ordnance di sposed of safely.

E. STEPS:

1. Prepare sandbags.
(a) Casualty Receiving Senior Corpsman is responsible
for
filling bags with sand and storing bags in a sheltered area
out si de Casualty Recei ving.
(b) Prepare sandbags when setting up area.
2. Care of casualty with unexpl oded ordnance.
(a) Place casualty in area renoved from ot her
casual ti es
and personnel.

(1) Keep casualty outside, if possible.
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(2) If inside, stack sandbags around the casualty.

(3) Have absol ute m ni mum of personnel near
casual ty.

(b) Call Security and have them summon an expl osive
ordnance di sposal expert.

(c) Upon determ nation of what the ordnance is, take
addi ti onal safety precautions as determ ned by the attending
surgeon in conjunction with the expl osive ordnance di sposal
expert.

(d) Prepare casualty for renmoval of ordnance as soon
as
practicable. |If in the OR, stack sandbags around the casualty
and i mredi ate operating personnel. All other personnel remain
outside the perinmeter of sandbags.

(e) Tag inpatient record chart to alert other
per sonnel
to the presence of unexpl oded ordnance prior to transfer from
initial intake point.

(f) After renoval of the unexpl oded ordnance, give it
to
t he expl osive ordnance di sposal expert, who will then dispose
of
t he ordnance in a safe and appropriate manner.

F. RESPONSI BI LI TY:

Casual ty Receiving Senior Corpsman.
Adm tting clerk.

Sur geon.

i

Expl osi ve ordnance di sposal expert.
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TAB D
CLI NI CAL POLI Cl ES/ GUI DELI NES | NDEX

NUMBER TI TLE PAGE

D1 MAXI LLOFACI AL TRAUMA/ OTOLARYNGOLOGY POLI Cl ES 49

D-2 SURGI CAL GUI DELI NES 50
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TAB D-1
MAXI LLOFACI AL TRAUMA/ OTOLARYNGOLOGY POLI CI ES
A. No maxillofacial repairs will be perfornmed in the theater

except those that may return to duty within the evacuation
policy.

B. All facial fractures (open or closed) that will not allow

return to duty within the evacuation policy will not have

reducti on unl ess stabilization for transportation is
necessary.

C. Al wiring used to immbilize maxillary and mandi bul ar
fractures will be of the quick release type in order to all ow
urgent control of the airway during aeronedi cal evacuati on.

D. Mddle ear injuries that will require extensive surgery to
repair will be evacuated to CONUS.

E. Conditions such as chronic nastoiditis (patient condition
231) that can be RTD within the evacuation policy will be
operated in the theater.

F. Neck wounds (penetrating injuries) will require thorough
expl oration to rule out esophageal injury.
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TAB D- 2
SURG CAL GUI DELI NES

A. \Whenever abdom nal, thoracic, or contam nated surgery is
bei ng conduct ed, sinultaneous specialty (Othopedic,

Neur osurgi cal , Ophthal nol ogi cal, or Vascular) will not be

perfor nmed.

B. Operating mcroscopes are avail able at COMZ only.

M croscopes are nonsupportable in conmbat zone. They will be

pl aced in a special augnentation package for Echelon 4. (If

danmage occurs, mcroscopes will be exchanged; no repair wll
be

done in the theater.)

C. All casting materiel is docunented in the Casting "G
nodul e

using one of the "G' tasks. Tinme has been docunented for the

cast tech for casting in the OR as well as for checks of

splints,
casts, pins, and fixateurs on the wards. This tinme is 4
m nut es
once a day.
D. In all open fractures of extremties a conbination of
external fixateurs and plastered casting material will be
used.
for nodeling purposes, 75% of the patients will have external
fixateurs and 25% will receive plaster material.

E. Irrigating Fluids:

1. DEPMEDS recogni zes the requirenent for adequate anmount

of
irrigating fluids. However, enphasis should be placed on
usi ng
the m ni mal anmobunt necessary because of the trenendous inpact
on
the | ogistical system
2. There will be 2 liters of normal saline per operative
case.
F. Dressings will ordinarily not be changed prior to day 4
post
nitial wound debridenent at which tinme the wound will be
exam ned

in the OR for further debridenent or delayed primary cl osure.
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However, a bl ood soaked dressing, excessive henorrhage, and/or
sepsis may necessitate wound exam nation and redressing

out si de
the OR. In the data base, all wounds that render the patient
non-return to duty within the evacuation policy have a

dr essi ng

rei nforcenment in 20% of patients. This category of patients

ot herwi se have dressing reapplied as indicated above in the OR
i f

the stay in theater exceeds 4 days. Further, if the stay

exceeded 8 days, another dressing change would be done. For

patients returning to duty in the theater, the sanme policy is
in

use during initial 4 days and periodic dressing change is

acconmpl i shed dependi ng on the nature and severity of injury.

G Blood recovery equi pment (or Cell Saver) is available in

DEPMEDS at Echelons 3 and 4 and will be used to the maxi num

extent practical. Anesthesia personnel are responsible to set
up

and maintain this equi pnent during operative procedures.

Theoretically, this equi pnent nay be used in contam nated and

septic cases; however, it is not applied in these cases in

the data base. The nmachine requires a liter of sterile saline

with 30,000 units of heparin for primary and an additi onal

liter

of saline for each unit of blood recovered. Also, it requires
a

liter for cleaning. The cleaning of the equipnent is nodel ed

under the anesthesia area but will be perforned by an
operati ng

roomtechnician. The set-up consunables are found in CSG 12
and

cl eaning consunmabl es are in CSG 22.
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TAB E
STANDARDS AND JOB DESCRI PTI ONS | NDEX

TITLE
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OTOLARYNGOLOGY TECH
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TAB E-1
EMERGENCY CARDI O RESUSCI TATI ON KI T
A. PURPOSE: To provide appropriate supplies/equi pment needed
during energency situations.

B. DEFINITION:. N A

C. EQUI PMENT, SUPPLI ES, AND FORMS REQUI RED

1. Enmergency Cardi o Resuscitation Kit (Sparks Kit).
2. Emergency Kit Inventory List.
3. Departnental Log.

D. CRITERI A

1. Energency Cardio Resuscitation Kit is readily
accessi bl e.

2. Kit is conpletely stocked and inventoried when seal is
i ntact.

3. Oxygen cylinders, wenches, and seals on Energency

Cardio
Resuscitation Kit will be checked every watch.
E. STEPS:
1. Enmergency Cardio Resuscitation Kit will be located in
Casualtingceiving Area at all times. It will be used only
or

cardi o resuscitative energencies.

2. Senior Corpsman on each watch will check to ensure
seal s
have not been broken, and oxygen pressure in cylinders is
sufficient, that psi is not |less than 500.

3. Inventory energency Cardi o Resuscitation Kit every
three
nont hs or when seal s have been broken.

4. Check daily the Energency Kit Inventory List posted on
the outside of kit for drug expiration dates.
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5. Make appropriate entries in the Departnental Log (TAB
J-1).

6. Senior Corpsman will be responsible for re-supplying
cart

during normal working hours. The Watch LPO assunes this
responsibility at other tines.

F. RESPONSI Bl LI TY:

Seni or Corpsman or his representative.
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TAB E- 2
SPECI ALTY TREATMENT AREA CLEANI NG SCHEDULE

A. PURPOSE: To keep the environnent as clean as possible.

EQUI PMENT, SUPPLI ES, AND FORMS REQUI RED

4 Scrub basins/buckets.
d oves.
Wet vacuum

Scrub brushes.

1

2

3

4

5. Sponge nop.
6 W pes.

7 Det ergent, GP.

8 Germ ci dal sol ution

9 Laundry hanper.

10. Plastic, water soluble |aundry bag.

11. Plastic trash bag.

12. Covered container for nedical/dental wastes.

C. CRITER A

1. Soiled |linens, trash, and nedi cal wastes are renopved
at
the end of watch and as needed.

2. Decks will be wet-vacuuned daily.

3. Counter tops will be cleaned daily.

4. Tenper tent equipnent, shelving, litters are cl eaned
weekl vy.

5. Refrigerator and ice machi ne are cl eaned weekly.

D. STEPS:

1. Watch cl eaning schedul e.
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(a) When patient is transferred, imediately clean the
patient area, and restock supplies to be ready for next
adm ssi on.

(b) Check PSI |evel on each oxygen cylinder. Notify
medi cal supply to replace oxygen cylinder when near 100 psi.

(c) Renmove cloth laundry bags when full and place in
utility module for laundry to pick up about 1000 daily.

(d) Enpty drainage bottles into a covered nedica
wast e cont ai ner.

(e) Enpty trash into plastic bags and di spose of at
desi gnated trash area.

(f) Take used sterile instrunents to CSR support
nodul e
for reprocessing.
(g) Wash any surface including deck that may have
beconme
contam nated or soiled with blood, etc.
2. Daily cleaning schedul e.
(a) Wash decks with wet-vacuum on ni ght watch
(b) W pe down counter tops on night watch
(c) Restock supplies on night watch.
3. Weekly cleaning schedul e.
(a) Wpe down litter racks, storage cabinets,
shel vi ng,
and deck tops.
(b) Clean the refrigerator and ice machi ne.

E. RESPONSIBI LI TY:

Seni or corpsman or LPO will assign cleaning details to
wat ch.
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TAB E-3.1
HEAD, OTOLAYNGOLOG Y- HEAD & NECK SURGERY DEPARTMENT
JOB DESCRI PTI ON
The Head of the O ol aryngol ogy Departnent will be
responsi ble for the O ol aryngol ogy care of all patients

treat ed.

THE HEAD OF THE OTOLARYNGOLOGY DEPARTMENT W LL:

1. Set policies and procedures for otolaryngol ogy care given
in
t he hospital.

2. Perform otol aryngol ogy eval uati on and treat nment
pr ocedur es.

3. Perform otol aryngol ogy surgical procedures.

4. Conplete short form history and physical (SF 539) for an
adm ssion within 24 hours of adm ssion.

5. Assign a primary diagnosis for otol aryngol ogy di sorder.

6. Fornulate treatnment plans to be inplenmented by nurse and
O ol aryngol ogy techni ci an.

7. Document patient progress and treatment on progress notes
at
| east every two days.

8. Make daily rounds on otol aryngol ogy patients begi nni ng at
0830 to eval uate and reassess treatnent plans.

9. Be on call to specialty treatnent area for
ot or hi nol aryngol ogy adm ssi ons.

10. Monitor ENT care given by nurse and ENT technician.

11. Oversee an orientation and training program for departnent
staff.

12. Provide training lectures to nedical officers about conbat
probl ens and treat nent protocols.

13. Consult with ward nedical officers about patients with
pr obl ens.
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14. Approve all comruni cations within and outside of the
depart nment.

15.

1

1
2
3.
4
5
r

6.

eco

6.
certification recomended.

7.

Approve all personnel performance eval uati ons.
Prepare and submt required reports in final form

QUALI FI CATI ONS:

Desi gnator 2100/ 2105 Physi ci an.

Board certified 0249- NOBC Code.

Fully credenti al ed.

Advanced Cardi ac Life Support (ACLS) certified.

Advanced Trauma Life Support (ATLS) certification
nmmended.
I nternedi at e | eadershi p, managenent and trai ning

Fl eet Hospital Operation Course G aduate.
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TAB E-3.2
ENT TECHNI CI AN JOB DESCRI PTI ON
The ORL Technician will assist the Head, O ol aryngol ogy
Departnment in providing care to assigned patients.

THE ORL TECHNI CI AN W LL:

1. Perform audi ograns as required.

2. Set up and assist the ORL-HNS surgeon in perform ng m nor
surgi cal procedures in the Specialty Treatnment Unit.

3. Serve as scrub technician in min ORs. As such, the tech
will:

(a) Check room for necessary gear, i.e., suction, bovine,
prep supplies.

(b) Check all sterile gear required by case for expiration
dat es, damaged packagi ng, | ot nunbers, and conpl et eness.

(c) Open all sterile gear correctly and naintain a sterile
field.

(d) Assenble any additional gear and flash sterilize PRN.

(e) Set up own gown and gl oves.

(1) Perform surgical scrub as required by procedure.

(g) Gown and gl ove using aseptic technique.

(h) Assenble instrunent sets, drapes, and surgeon's gown
gl oves, %%?ntaining sterility throughout.

(i) Receive sterile/flashed supplies from circul ator

(j) Assist surgeon with gowning and gl ovi ng.

(k) Assist surgeon with draping and passing off suction
and Bovi ne.

(1) Assist surgeon with procedure by passing correct
instrunents, sutures, assisting with suctioning, retraction,
and
patient confort.
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(m Mbnitor surgeon's sterile technique.

(n) Pass off specinens and identify same upon passing them
of f, including name of specinen.

(o) Receive dressing supplies from circul ator

(p) Pass appropriate dressing supplies to surgeon and

assi st
with dressing as needed.

(q) Break down sterile gear and clean instrunments used for
procedure, separating augnentation gear from gear contained in
the basic instrunment set.

(r) Clean all instrunents.

(s) Assist circulating technician in cleaning room and
setting up for subsequent case(s).

(t) Display I ocal anesthetic containers to surgeon to
verify
anestric agent adm nistered.
(u) Log all surgical procedures.
4. Denonstrate proficiency in dealing with nedical
ener genci es.
Specifically, the ORL tech will:
(a) Follow cardiac arrest procedures set forth in TAB C-4.

(b) Provide first aid and |ife saving neasures | AW TAB C-

(c) Assist in defibrillation procedures |IAW TAB C-5.
5. Maintain all ENT instrunments in good working condition:

(a) Monitor the safety and function of all equipnment,
subm t
wor k request to nedical repair, and track progress on work
requests.

(b) Monitor and maintain adequate adm nistrative and
pati ent
care supplies. Replenish supplies | AW Chapter 14, Materials
Managenent .

6. Ensure proper disposition of contam nated instrunents,
equi pnmrent, and materi al s.
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7. Assist other corpsnmen in the ENT care of other patients.

8. Maintain good interpersonal relations with other hospital

departnments and staff nenbers.

9. Report to and obtain assistance from seni or corpsman,
Specialty Treatnment area as needed.

10. Ensure daily |logs and records are conpleted correctly.
11. Check energency equi pnmrent each watch

12. Perform other duties as assigned by senior corpsman in
Specialty Treatnment area.

QUALI FI CATI ONS:

Conpl etion of "A School™ for hospital corpsman.
HM3 or above.

NEC Code 8446.

Basi ¢ Cardiac Life Support (BCLS) certified.

a > LW bhoE

Graduate of Fleet Hospital Operations Course.
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NUVBER
F-1
F-2

F-3

TAB F
REFERENCES | NDEX

TITLE

NAVMED P-5066- A, NAVY NURSI NG PROCEDURES MANUAL.

BASI C CARDI AC LI FE SUPPORT (BCLS) | NTERI M GUI DELI NES,
BY
THE AMERI CAN HEART ASSOCI ATI ON.

ADVANCED CARDI AC LI FE SUPPORT (ACLS) | NTERI M

GUI DELI NES,
BY THE AMERI CAN HEART ASSCCI ATl ON.
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TAB G

FORMS | NDEX
Nunber For m Nunber FormTitle Pau
G1 FHCZ. 3101 CARDI AC ARREST FLOW SHEET
G2 SF 508 DOCTOR S ORDERS
G3 SF 509 PROGRESS NOTES
G4 SF 510 NURSES NOTE
G5 DD 792 24 HOUR | NTAKE AND OUTPUT
WORKSHEET
G 6 SF 539 ABBREVI ATED CLI NI CAL RECORD
G7 NAVMED 6550/ 8 MEDI CATI ON ADM NI STRATI ON RECORD
G 8 NAVMED 6510/ 14 | NCI DENT REPORTI NG DATA SHEET
G9 FHCZ 3102 EVACUATI ON FLOW CHART FOR

SPECI ALTY TREATMENT AREA
G 10 DD 599 PATI ENTS EFFECTS STORAGE TAG
G 11 NAVMED 6010/ 8 PATI ENTS VALUABLES ENVELOPE
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